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THE AIM
The increasingly technological nature of organized
medicine has led to reflection on the necessity of
reasserting basic humanitarian values in medical sci-
ence and practice [1]. While we perceive training in
medical humanities to be a critical reform in this
respect, there are apparently two approaches along this
line in Taiwan. One is led by senior leading scholars
who consider medical humanities curriculum reform
as a means to instill a teamwork ethos and a sensitivity
to human suffering in our medical professional train-
ing, seen as relatively lacking in these [2,3]. The other
approach is promoted by a younger generation of
medical students who call for participation in commu-
nity service as a way to enrich cultural competence in
preparation for medical practice [4,5]. Although both
approaches see engaging in social service as a means
for pursuing humanities in medicine, debates regard-
ing whether or not community service should be
treated as part of curriculum reform, or merely added
as a kind of extracurricular activity, are ongoing [6,7].
This paper would argue that self-learning facilitated
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through community service does not only motivate
medical students to develop good clinical and com-
munication skills, it also leads medical students to
realize that the essence of medicine should be social
trust. Therefore, community-based curriculum design
should be the key component in medical humanities
curriculum reform in Taiwan. Such a curriculum design
has already been put into practice in recent years, and
this experience will be described in this paper as well.
MEDICINE IN SOCIAL AND CULTURAL
CONTEXTS
Insufficient social trust has become a significant issue
within medical circles. It appears in relation to prob-
lems in professional medical ethics in Taiwan, as
recent cases of medical error shown in the media have
demonstrated. For example, one incident that occurred
in Taipei City Hospital has become well known.
Instead of hepatitis B vaccination, patients were injected
with atracurium, a muscle relaxant. The error occurred
because the two medicines had similar packaging.
One patient died immediately and six were endan-
gered. Subsequent news analyses took issue with the
whole medical establishment. It pointed out systematic
deficiencies that engendered errors; it opposed find-
ing guilt with just those immediately involved; and it
articulated the problem of chronic overwork of med-
ical personnel. Overall, the news reports raised a cry
for an overhaul of the medical system [8]. Another
infamous case occurred at the Tsung Ai Clinic, where
Euglucon® (glibenclamide) was accidentally given to
patients instead of Periactin® (cyproheptadine hydro-
chloride) cough syrup. This error affected more than
100 patients, and more than 10 infants required emer-
gency treatment [9]. Furthermore, tremendous public
attention was drawn to professional medical ethics in
Taiwan due to the Little Sister Chiu Case. A little girl
who had been beaten by her father was brought to an
emergency room but was not treated due to lack of
space. She was referred to another hospital over 2 hours
travel away, which resulted in her death. This led to
discussions over medical ethics, hospital management,
and social responsibility. The father was later sentenced
to 12 years imprisonment [10]. Such lapses in medical
ethics and occurrences of medical errors remind us of
the centrality of the establishment and maintenance
of professional ethics [11,12]. Medical ethics is just
lofty, empty talk unless the policy of medical ethics
and the management of the institution are integrated.
These challenges are facing Taiwan’s medical profes-
sionals today.
Social trust in medicine is becoming even more
problematic with both global and local trends. These
global issues include increasing vulnerability to market
forces, rising costs following technological innova-
tions, and management overriding physicians’ auton-
omy and their traditional commitment to the primacy
of patients’ interests. Local issues include physicians’
collective integrity, which is yet to be institutional-
ized in Taiwan, patients’ lack of awareness of their
responsibility in sharing risks, and the impact of the
National Health Insurance (NHI) system, with its
peculiar mix of government interventionism (cost con-
trol) and market ideology (profit-driven). These have
led to a professional crisis in Taiwan, wherein fields
that are considered high cost and high risk have diffi-
culty recruiting young doctors. Various surveys show
physicians’ decreasing satisfaction and increasing
frustration with their working environment. Their
major complaints are stress, long hours, salary, man-
agement’s disrespect, and lack of trust from patients
and society [13].
It might be seen as a well-intentioned change in
health care management; however, the NHI Bureau
has neglected the cultural factors that have contributed
to waste of medical resources in Taiwanese society.
The central cultural issue is lack of an essential concept
for modern citizens: civic responsibility. As a result,
public affairs only matter when they are perceived as
an extension of the private domain. Things that have
no immediate relevance are often ignored or sacrificed
for personal/family gains. So the medical resources
provided by the NHI are considered entitlement, and
the government is hesitant to educate citizens on the
concepts of “give and take” and “risk-sharing” for fear
of losing popular votes in the next election. It is evi-
dent that government, physicians, and citizens should
all bear responsibility for the health insurance system
[13,14].
SENSE OF COMMUNITY IN TAIWAN’S
RECENT HISTORY
To forge a civil culture following long decades of
authoritarian rule, community building was proposed
as essential national policy. The Community Building
Act was proclaimed in the 1990s. However, at that
point it was only superficial. It is sorely necessary to
empower the people to take responsibility for their
own future, to deepen democratic foundations, and
to enrich Taiwanese civil society. But in the medical
field, if professionalism and medical ethics lack a
functioning institutional structure, there is a link
missing in the interaction between the citizen and the
state [12,13].
Medical professionals have had an eminent role
as the conscience of Taiwan society, going back to the
1900s with the establishment of modern medicine in
the Japanese period (1895–1945); Taiwanese doctors
played a leading role in protest against colonial inequal-
ity [15,16]. Move history forward one generation: in
1991, Doctor Emeritus Chen-Yuan Lee and other pro-
fessors joined in the movement of students and intel-
lectuals demanding democracy (i.e. popular election
of legislators and the president) and freedom of speech
(i.e. abolition of national security regulations). It has
been the historical experience that democratization,
national identity, and medical humanities in Taiwan
are intimately linked. Hence, advance of medical
humanities can be seen as part of an ongoing intellec-
tual movement in Taiwan. In 1992, Professor Chen-
Yuan Lee established the Medical Professionals
Association of Taiwan, with the mission to “unite those
in the medical field who are concerned for the future
of Taiwan; follow in the medical tradition of compas-
sion for the world; uphold democracy and human
rights in Taiwan… and advance medical ethics” [17].
His call met with immediate response. In 1992, 
Dr Bor-Shen Hsien, head of Taiwan National
University, tried to establish a model of education that
integrates science and humanities, giving equal weight
to both [2]. In 1993, Dr Ta-Fu Huang proposed to
reform medical education at National Taiwan Univer-
sity, even if Taiwan society could not be substantially
reformed in the short term [18]. In May 2000, the
presidency of The Republic of China (Taiwan) passed by
popular vote to the opposition party, displacing the
Chinese Nationalist Party that ruled by martial law,
1949–1988. In 2002, Dr Cheng-Tek Tai proposed rein-
forcing training in medical humanities, with the con-
cept of medical ethics as encompassing all human
relationships [19].
In 2002, medical students, led by Jin-Hsiang Chen
and Bin-Ren Chen, initiated campaigns among medical
students, labeled Make Friends with Patients, and Com-
munity Life History [20]. For this group, the concept of
community since then has been perceived as the
basis of individual memory and life stories, the com-
monality of the imagination of identity, and thence
the basic unit for integration of resources. Furthermore,
ideals for community health are based on the Com-
munity Building Act, wherein the concept of the right
to health should be implemented with the community
and the populace as the decision-makers: the right to
participate, the right to organize, and the right to ini-
tiate programs in the national health system [21].
It is therefore anticipated that the health system
mechanisms at the grassroots level should advance
community autonomy and capacity (Figure 1). A new
national civic consciousness should be developed on
the basis of health autonomy, to achieve integration
and coordination of the use of national and commu-
nity resources [21,22]. However, there are shortcom-
ings in the current environment for community health
building programs. The concepts of self-autonomy in
personal and community health have not yet been
widely disseminated; dependence on large-scale spe-
cialist health institutions remains dominant. Grass-
roots capacity for health autonomy is insufficient;
generally, there is a dearth of civic and community con-
sciousness. Treatment of medical emergencies, rather
than long-term prevention and care, predominate, in a
context of medical service for commercial profit [23,24].
THEORETICAL FRAMEWORK
To cope with these issues, this paper proposes the
concept of “doctor as mediator in the changing 
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Figure 1. Concept of community.
relationship with patients” [25]. In past society, healers
seemed to have the powers of God, and their special-
ized knowledge was far removed from the patient.
With the rise of modern medicine, doctors have taken
full responsibility for their patients. Patients have been
passive. However, in the information age, patients have
the capacity to understand their own risk factors, and
patient autonomy has emerged as a major concern.
Moreover, given an aging population, long-term man-
agement of health and disease can no longer be the
sole responsibility of the doctor, and the patient must
take responsibility for his own health through lifestyle
management, to a good degree. But in Taiwan, most
patients still expect doctors to take full responsibility
for their health. Therefore, doctors must be the medi-
ators for a change in the relationship.
The new role of medical professionals is described
as follows: protect the dignity of patients’ lives and the
autonomy of their bodies. Do not act as a spokesman
for new medical technologies that dissect the body
from the life of the human that inhabits the body. Over-
throw the misleading assumption that specialized
knowledge has universal authority. Learn to listen to
the oral histories of patients and groups in the larger
society with an open mind; analyze non-judgmentally.
Finally, build the standard of a new professional ethics
and knowledge on this basis [13,26,27].
To this end, one important strategy for forging
medical humanities is driven by curriculum designs to
engage students with the community [25,28,29]. The
goal is to empower willing students and teachers from
different schools, allowing them to participate in pro-
grams that interact with communities to advance their
health autonomy. It is proposed here that each partic-
ipating school and institution, together with the com-
munity team, will constitute a local work platform,
with the Taiwan Social Empowerment Alliance acting
as the coordinator and platform for all the programs
in medical humanities (Figure 2) [30].
The Social Empowerment Alliance is a platform for
the following projects: development of the curriculum
concept; expanding the achievements of the preced-
ing student programs (Make Friends with Patients and
Community Life History) for the benefit of presently-
participating students and teachers, integrate
advanced techniques for oral history narrative and
community area and community group develop-
ment; transmit discipline knowledge of community
health practice, encompassing humanities and social
context; inculcating the approach of the “doctor as
mediator in the changing relationship with patients”.
Three dimensions of the empowerment approach
to community building are: start from life experience,
respect the centrality of the human; connect with the 
historical memory, expand on the experience of the com-
munity identity; coalesce a common platform through
consensus on integration of professional resources.
These are the foundations of empowerment [25].
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The Social Empowerment Alliance
is a platform for the following projects:
Oral history
Community building
Taiwan Bioethics Association
Medical Humanities Curriculum Design
Taiwan Biobank. Ethical, Social & Legal Issues
Indigenous Village Autonomous Health-Building
Taiwan Indigenous Peoples Medical Association
921 (September 21, 1999) Earthquake Follow-up
Long-Term Community Care 
  and “New Village” Plan
Figure 2. Social Empowerment Alliance (SEA) as a platform.
METHODOLOGY
Methodology for community empowerment in 
curriculum design has been adopted as follows.
Students are guided to learn narratives within com-
munal lives and to be self-reflexive, i.e. conscious 
of the social role of medical technology, and to rely on
dynamic networking within the community [22,25,30].
More precisely, the process is to combine life history
techniques, methods of community and group devel-
opment, and transmission of professional knowledge
to produce the specifics of the curriculum. Application
of life history techniques, transmission of professional
knowledge, and utilization of methods for community
and non-governmental organization development are
three dimensions of curriculum development. In so
doing, a powerful approach is suggested with strategies
such as: let community leaders take the leadership;
form collective projects with people in the community;
build empathy with patients and populace through life
experience; and nurture the empowerment ability of
future medical professionals [25,28,29]. The purpose is
to revitalize the roles of the past “organic intellectuals”
and “specific intellectuals” who can articulate the needs
of the community [5,13,21,25]. In so doing, we could let
“body politics” return to the control of the people,
what today we call the “therapy-seekers”.
This is a two-stage curriculum design program.
The first stage proceeds through study in the regular
medical school classroom. The second stage includes
summer vacation time in-field practice in which stu-
dents and teachers from all schools can participate,
with academic credit given by the home school. The
special feature of the curriculum is the coordination
between the two stages of the program. The Stage 1
classroom program courses provide essential back-
ground knowledge and methodology. There are oral
history, community life history, institutional history,
the miracle of Taiwan’s public health system, intro-
duction to community health, the culture of the med-
ical university, travel and life, as well as life history
methodology. The Stage 2 program courses are akin to
community health building camp volunteer training,
including summer courses in the community or in
practical experience. This curriculum has already been
put into practice (Figure 3). Kaohsiung Medical Uni-
versity, Yang Ming Medical University, Taipei Medical
University, Chang Geng University, and Tzu Chi
Buddhist University began the program courses in
2003 (Figure 4). At present, structured community serv-
ice for medical students facilitates self-learning, and
will not only motivate them to develop good clinical
and communication skills, but will also lead them to
realize that the essence of medicine must be social
trust. These effects have been seen in several years of
an experimental curriculum carried out with more
than 800 students.
STUDENTS’ ACHIEVEMENTS
Students’ self-assessment of achievements in these
courses included further improvement in communi-
cation skills, courage to express own position, appro-
priate planning in advance, management of human
resources, ability to deal with limited space and time,
and experience of a profoundly moving learning
process [30,31]. It has shown that students in these
classes did volunteer work, but did not claim to 
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Figure 3. Discussing the volunteer work plan with the neighbor-
hood head at Dong Hua.
Figure 4. Kaohsiung Medical University begins new community
courses in tribal areas.
constitute selfless giving. They are capable of contact
with the community and creating a sense of belonging.
In fact, mutual stimulation with the community, and
mutual progress, was evident. Within each class, sec-
tion members cooperated and covered for each other.
They automatically joined in community networks
and developed complementary roles. These students,
beginning from gaining the trust of residents, success-
fully helped to transform residents from “just com-
plain but do nothing” to “we can do it”.
Far more advanced achievements were seen in the
student-defined Summer Camp Goals by Chang Geng
University Service Corps 2007 [32]. Students discov-
ered own skills, gained confidence in discussing their
ideas with others, and grew by learning. They tried
to motivate local indigenous youth to understand the
culture and history of their own villages. Also, stu-
dents tried to stimulate the interest and enthusiasm
of middle school students in Fushing Township,
Taoyuan County, to participate in community ser-
vice, and in the future to return to the countryside 
to participate in the community and establish local
services. In sum, college students trained themselves
and juniors in techniques of class counseling, devel-
oping willingness to serve over a long period, and
learned how to organize teams in order to reach the
goals of team service.
DISCUSSION AND CONCLUSION
The meanings of students’ achievements are promi-
nent. They not only improved their ability to commu-
nicate with the layperson, but also developed their
abilities to participate in empowering the community-
building networks. Through discarding the arrogance
of the medical specialist, they learned teamwork and
mutual assistance. Students became sensitive to power
relations in society, and to human needs and suffering.
Consequently, these students learned the capacities
and strengths of the individual and the community
and, furthermore, have the potential for building a
humanized medical culture in Taiwan. What the stu-
dents have achieved remind us of Albert Dzur’s
famous essay Democratizing the Hospital: Deliberative
Democratic Bioethics: “Professions are political entities,
not just when they form interest groups, but because
in the intermediary realm of civil society professions
possess the power to encourage, limit, and inform
public recognition of and deliberation over social
problems.”
To facilitate self-learning through community-
based curriculum design should be the key issue of
current medical humanities curriculum design in
Taiwan. It is also about time for university professors
to not only take action by supporting community-
oriented curriculum reform, but also to learn from
these proactive medical students. Their achievements
should remind all medical educators of the three
dimensions of bioethical responsibility [13]. As for
professional responsibilities, we should shift our focus
from individual integrity to collective integrity. As for
societal responsibilities, our primary concern should
be engendering public trust in the medical profession.
As for civil responsibilities, we should engage in civic
education to facilitate enlightened and responsible citi-
zenry as well as to urge people to accept the concept of
risk-sharing and responsibility. In so doing, we may
facilitate medical students’ and professionals’ efforts
to create a critical mass to facilitate a humanized med-
ical culture and to build public trust for health care
reform [12,25]. Through developing medical profes-
sionalism and humanism as a crucial intermediary
for Taiwanese democracy, our curriculum reform may
serve a part in consolidating civil society in Taiwan.
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